Results 26/39 (67%) patients had at least a partial response, see Table. There was strongest concordance of Results between FeNO and LCI (70%). 11/39 (28%) of patients had a response in at least two domains, 4/39 (10%) at least three, and 1 patient responded in all four domains. Conclusions In this cohort, LCI, FeNO and FEV 1 were equally likely to be abnormal at baseline. FeNO and LCI were most likely to respond, (36% and 33% respectively), whereas FEV 1 was least responsive to systemic steroids. Using this multidomain approach 67% improved over 4 weeks following treatment with systemic corticosteroid. The clinical significance of an LCI response remains to be determined. We speculate that this group may reflect a distal airway disease phenotype who may benefit from fine particle inhaled corticosteroids.
This finding was unchanged after adjustment for age, height and weight (Table) .
Conclusions Differences in spirometry were in accordance with previous reports. We did not find any significant differences in respiratory muscle strength between the two ethnic groups. The greater FVC in white children might have been attributable to increased inspiratory muscle strength, leading to a greater volume at the start of the manoeuvre, but this was not the case. An increase in expiratory muscle strength would be less likely to increase FVC, since the end of expiration occurs when there is airway closure. Elastic recoil might be an alternative explanation for ethnic differences in lung function.
Abstract S71 Table 1 White South Introduction Severe therapy resistant asthma (STRA) in children is heterogeneous: many have normal lung function, however there is a group with persistent airflow limitation (PAL).
Little is known about PAL in children and previous studies are limited by the definitions used. We hypothesised that when PAL is classified according to stringent criteria (post bronchodilator FEV 1 z score <À1.96 after a one-month systemic steroid trial (ERM 2011,Ch 5; 51-59) 
